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The overall objective of this study was to explore a
significant effect of a prevalent social disease imposed on
a vulnerable population, African Americans. The disease is
known as HIV/AIDS and its effect on prenatal women is
explored. The purpose of the research was to direct focus
to the self—concept of seropositive and nonseropositive
HIV/AIDS prenatal African American women, by addressing
whether or not the mother’s self—concept impacted the
maternal—fetal attachment.
The researcher resorted to three statistical procedures
to analyze data from this descriptive study: (a) the t-Test
for Independent, (b) the Pearson Moment Correlation, and (c)
Descriptive statistics.
The study findings showed a significantly positive
relationship between self—concept and maternal—fetal
attachment in both groups. There was also a significant
difference in the overall levels of maternal—fetal
attachment and self-concept in both groups, concluding that
self concept does indeed significantly impact on the
attachment process.
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Human immune deficiency virus (HIV) is the causative
agent of acquired immune deficiency syndrome, better known
as AIDS. An accurate estimation of the profound effect of
the infection is not known. However, recent data revealed
that well over two million people in the United States have
already been infected.’ Globally, it is estimated that
approximately one-third of all those with HIV infection are
women. It has been predicted however, that by the year
2000, there will be nearly as many women with AIDS/HIV as
men • 2
An HIV seropositive prenatal mother and her newborn are
likely to have a low survival rate. Being HIV positive may
limit the amount of emotional energy that a prospective
mother will expend in dealing with her pregnancy. The woman
that is HIV positive may not be able to complete the
emotional tasks of pregnancy. She may experience ambivalent
emotions about delivering her child and possibly introducing
‘H. L. Minkoff, “Human immune deficiency virus
infections,” ACOG Technical Bulletin 123 (1988): 1.
2j~ Bury, V. Morrison & S. McLachlan, Working with
Women and AIDS, London and New York: Routledge (1992): 10.
1
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the infant to debilitating and life threatening illnesses.
The ordeal with having HIV/AIDS may very well affect
maternal self—concept, in turn, affect the maternal—fetal
attachment .~
“Pregnancy is a period of time requiring adaptation to
numerous psychological and physiological changes. During
pregnancy, the woman must adjust to a changing image of
herself and incorporate the idea of another person into the
family. The prenatal mother experiencing a high risk
pregnancy may lose her sense of self—worth if she believes
that the outcome of the pregnancy may not be ideal.”
Therefore, high risk seropositive prenatal women may lose
their sense of self-worth, thus negatively impacting the
maternal-fetal attachment. Researchers have demonstrated
the importance of a positive self-concept in relationship to
delivery experiences, perception of the neonate, and
mothering capacity.”
“HIV is an alarming, stigmatizing virus and affected
women often feel a special isolation and sense of social
prejudice which adds almost intolerable burdens to already
difficult lives. Women with children are especially
vulnerable. Often, it is difficult to persuade mothers to
3A. Loveman and A. Dobin, “AIDS in Pregnancy,” JOGNN 4
(1986): 145.
4Carole Kimbrough, “The Search for Labor Information
During Pregnancy,” Maternal Child Nursing Journal 6 (2),
(1981): 107—112.
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seek appropriate care and counselling for themselves in the
face of genuine fears about the impact on their children.
Consequently, this has led to women seeking help and
treatment only when their HIV disease is well advanced. In
December 1990, on World AIDS Day, the World Health
Organization estimated that three million women suffer from
AIDS and are expected to die by year 2000. The percentage
of infected women is growing fast, but awareness about the
ways in which HIV/AIDS affects women and the services this
population needs lags behind.5 Social workers must continue
to transcend those barriers which still make it difficult
for women to come forward for help and support when they
need it. Therefore, the purpose of this study would be to
examine the self—concept of prenatal HIV seropositive
African American mothers and nonseropositive African
American mothers and its effect on the maternal—fetal
attachment process.
STATEMENT OF THE PROBLEM
Many experts concur with the perception that women are
underrespresented due to erroneous epidemiological reporting
from the Centers for Disease Control, despite the alarming
statistics. Since the gay male population was first
identified as being infected with symptomatic HIV/AIDS
5J. Bury, V. Morrison & S. NcLachlan, Working with
Women and AIDS, London and New York: Routledge (1992): 9.
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disease, the defining criteria for “AIDS” was based on case
definitions from males. “According to the Women’s Treatment
and Research Agenda, medical professionals were not and
still are not adequately trained to identify physical
manifestation of HIV/AIDS disease in women. Guidelines have
not been established to include infections specific to women
for case definitions of AIDS. Pelvic inflammatory disease
(PID), chronic vaginal candidiasis (vaginal yeast
infection), chlamydia, and human pappiloma virus (HPV) are a
few of the manifestations of HIV that are specific to women.
Because the Centers for Disease Control do not recognize
women’s specific opportunistic infections or include those
defined with AIDS, women are not accurately represented in
national statistics on AIDS”6
The CDC recognizes women as the fastest growing
population at risk. Even still, women continue to be
underrepresented in national and international statistics.
Up until the last two years, little documentation on women
and HIV/AIDS had been recorded. Recent statistics indicate
a rapid increase in AIDS in women despite poor diagnostic
measures. Transmission risks and education about women are
two topics that are severely underresearched. Women at risk
have come to the attention of HIV/AIDS service providers by
6~ Chu, J. Buehler and R. Berkeim, “Impact of the
Human Immunodeficiency Virus Epidemic on Mortality in Women
of Reproductive Age, United States,” Journal of American
Medical Association 264 (1990): 225—229.
5
reason of the high incidence of babies infected with
HIV/AIDS and because of women’s reproductive issues, rather
than from concern for the infected women themselves.7
Incidently, of the total pediatric AIDS cases reported
by the CDC, 2,344 (42%) were exposed through their mothers’
injection drug use and 1,040 (19%) were exposed through
their mothers’ unprotected sexual intercourse with an
injection drug user. A significantly high number of women
and children were exposed through unspecified HIV/AIDS risk
(1,308 or 23%).
Such women who are often overlooked have a tremendous
responsibility, and obligation to their children. Typically,
children from birth to two years old cannot comprehend the
significant affect of chronic illness or death. Thus, their
experience of the illness will be defined by the reactions
of their parents or caregivers. Quite naturally, children
will react physically to pain and suffering caused by
treatment. Likewise, emotionally they respond to
separations caused by hospitalization as well as the
availability and nurturing abilities of the mother. Often
mothers get overwhelmed by the fear of dying and may
withdraw from her fetus or child(ren).8
7Helen Land, A Complete Guide to Psychological
Intervention, Family Service Americas, Inc., 145.
8lbid, 42.
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In terms of prenatal mothers, maternal—fetal attachment
has been recognized for many years as a potent human
experience influencing the affectional tie between mother
and infant.9 Leifer describes the development of maternal—
fetal attachment as, “the central crucial psychological task
encountered by the pregnant women.” He identified several
attachment behaviors including talking to the fetus, calling
it by a pet name, and offering the fetus food when eating.’°
A pregnant woman’s perception of self is theorized to
be particularly important in relation to the progressive
interaction phenomenon of maternal—fetal attachment. All of
the information the mother receives about the idea of her
child is believed to be mediated through the woman’s own
body image, an ideal image.11
“High—risk” is a label applied to a pregnancy in which
a significant possibility of fetal demise, fetal anomaly,
life—threatening illness in the newborn, or a serious health
risk for the expectant mother exist. The diagnosis of a
high-risk pregnancy in itself presents an added stress to
the expectant woman. This observation has led to
9K. Gaffney and V. Fairfax, “Maternal Fetal Attachment
in Relationship to Self Concept and Anxiety,” Maternal-Child
Nursing Journal 15 (2), (1983): 91—106.
10M. Leifer, “Psychological Changes Accompanying
Pregnancy and Motherhood,” Genetic Psychology Monoaraphs 95,
(1977): 55—96.
11R. Rubin, “Maternal Risks in Pregnancy,” Maternal
Child Nursing Journal 4 (3), (1975): 143—153.
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speculation in the nursing literature that the high-risk
label may negatively affect a woman’s ability to complete
the developmental tasks of pregnancy. A woman experiencing a
high-risk pregnancy may internalize that stigma and feel as
if she has failed in the task of having a healthy pregnancy,
and thereby avoid attaching to her fetus during the prenatal
period.
PURPOSE OF THE STUDY
The purpose of the study was to examine the self—
concept of prenatal African American women with HIV/AIDS and
its effect on the maternal-fetal attachment. The twenty-five
seropositive African American women were either between 10
and 32 weeks of gestation. A comparison group was used
consisting of twenty African American women who were
nonseropositive for HIV/AIDS; subjects were grouped as
seropositive (N=25) and nonseropositive (N=20).
The research conducted in support of this thesis
directs attention to a specific population in a specific
location; African American women in the state of Georgia.
The age range of the seropositive mothers was 18—37, and
17—3 3 years for the comparison group.
The specific research questions addressed in the study
include the following:
1) Is there a difference between maternal—fetal
attachment of prenatal mothers who are HIV
seropositive and those who are nonseropositive?
8
2) Is there correlation between self—concept and
maternal—fetal attachment of prenatal mothers
who are HIV seropositive and those who are
nonseropositive?
3) Can poor maternal—fetal attachment result from
maternal low self—concept?
DEFINITION OF TERMS
Maternal—Fetal Attachment is the process of parent-child
affiliation. It is a mutual exchange of feelings predicated
by attractiveness, responsiveness, and satisfaction. It
changes in intensity as circumstances change over time.
Self—Concept is the aspect of the personal self component
which relates to the worth or value the person holds of the
self.
Antepartal means occurring before labor and delivery or
childbirth; prenatal.
HIV stands for human immunodeficiency virus.
AIDS stands for acquired immune deficiency syndrome.
High risk pregnancy is a label used when the life or health
of the mother or fetus is in danger due to external factors
or conditions unique to pregnancy.
Gestation is the condition of pregnancy.
External factors refers to those elements or institutions
outside of the individual that has a direct affect on the





As the AIDS epidemic marks its second decade, the
challenges faced by service providers are even more
challenging. The disease, once appearing only in a
relatively small population of gay men, now in some way
plagues nearly every household in America. No one can deny
the threatening specter of AIDS. For many, however, it has
become more than a calamity heard or read about in the
media; for them AIDS has become an intruder and unwanted
guest imposing change in every aspect of life.
AIDS personifies itself as a terror to most people.
Some people compartmentalize the threat of AIDS by labeling
persons with AIDS as being inherently different from
themselves. Such stigmatization creates a psychological
boundary that helps one feel protected from the disease.
Others attempt to distance themselves from AIDS by “blaming
the victim,” believing that persons who engage in high-risk
behaviors are at fault for contracting the disease.
“Although such stances are predictable, they are not
justifiable. These postures are easily transformed into
ideologies that validate abandonment or neglect of those who
9
10
are most in need of care. Sadly, our history is replete
with instances of isolating, ignoring, or underserving
persons who need care because they are considered
“different,” are disenfranchised, or are otherwise divested
of power.”1 Persons who suffer with terminal illnesses,
such as cancer have had to endure their suffering in the
back wards of hospitals; tuberculosis patients have been
isolated from the public in sanatoriums. Similar
disenfranchisement has been imposed on the chronically
mentally ill, in reference to their incarceration without
due process and then expulsion from institutions, which has
evicted many to the streets of our urban communities. Thus,
society’s treatment of persons with AIDS is just one example
of the callous way in which vulnerable people in the United
States are treated.
In the face of widespread abandonment of the
vulnerable, a renewed dedication to and sense of compassion
for persons with AIDS represents a commitment to life. AIDS
has stolen life from children and adolescents; women; gay,
bisexual, and heterosexual men; injection drug users; and
people of color. At every point on the service continuum,
these various groups need services and care. For HIV/AIDS
infected persons, services need to be focused on early
problem solving, including educating those who are HIV
1B. Janson, The Reluctant Welfare State, (Belmont, CA:
Wadsworth, 1988), 31.
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positive about how to stay healthy and asymptomatic.
Treatment of those who have developed AIDS symptoms must
center on containing the illness and on enhancing quality of
life.
The battle against AIDS must be fought among other
populations as well, extending beyond those who are HIV/AIDS
infected. Increasing efforts need to be directed toward
helping those who are seronegative to remain uninfected as
well as to help them cope with the psychological distress of
survivor guilt. Services must be provided by professionals
and informal caregivers to help them meet their challenges.
Attention must also be focused on the healing and renewing
of bereaved persons.
AIDS does not fit standard crisis models as it affects
each individual and family differently, physically,
financially and emotionally. It does not always present
itself as a terminal illness with a dramatic onset or a
predictable course to its conclusion. AIDS is a crisis in
which individuals anticipate the disease state; cope with
the innumerable vicissitudes of the disease; undergo the
physical, social, economic, psychological, and spiritual
changes that the disease brings; and live with the ultimate
and devastating finale, death. Providing services to
counteract the effects of such a critical and prolonged
crisis is a substantial challenge. Because AIDS diversely
affects so many different populations, professionals in
12
various settings need information and skills in order to
provide adequate care.2
People of color, like African Americans, have been
affected by HIV since the beginning of the epidemic, but
only recently have these populations gained media attention
and coverage of the AIDS crisis. People of color experience
a greater rate of infection than do other at—risk groups.
Hispanics, African Americans, and the various subcultures
within these groups represent the largest groups of people
of color infected by HIV. As a result of institutionalized
racism and economic disenfranchisement, people of color with
HIV/AIDS are particularly vulnerable.
By 1984, the virus that causes AIDS, HIV was identified
in laboratories in France and the United States. AIDS was
recognized then merely as a life—threatening state of
infection with the human immunodeficiency virus (HIV).
Educators later realized that infection with HIV was a far
more pervasive problem affecting a much larger populations
than whose who were actually diagnosed with full-blown AIDS.
Interests were directed toward information about HIV/AIDS
transmission. Basic information regarding the transmission
of HIV/AIDS has remained constant since the first years of
the epidemic: HIV/AIDS is transmitted only by blood, semen,
2Helen Land, A Complete Guide to Psychosocial
Intervention, (Family Services America, Inc.: Wisconsin,
1992), 52.
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vaginal secretions, and breast milk. Only unprotected anal,
vaginal, or oral sex, blood—to—blood contact, and ingestion
of breast milk transmit HIV. The basics of HIV/AIDS
transmission and prevention are readily accessible to the
general public. Virtually every American has at least heard
of AIDS, and the majority are familiar with how HIV is
transmitted. Yet this has not stopped transmission of HIV.3
As the epidemic of AIDS enters into its second decade,
major efforts are underway to enhance the general public’s
knowledge about prevention and testing. Additionally,
outreach efforts have been extended to the heterosexual
population, particularly adolescents. Sexually active
adolescents and college students are at high risks for
sexually transmitted diseases and unplanned pregnancies
because they often do not practice safe sex, putting them at
an even higher risk for HIV/AIDS exposure. Also,
adolescents who might otherwise be committed to abstinence
or safer sex may engage in high—risk behaviors while under
the influence of a drugs and/or alcohol.4
3Centers for Disease Control, “Understanding AIDS.”
U.S. Public Health Service: Rockville, MD (1990).
4s. Oskamp, V. Hoffman, S. Donaldson, et al. “AIDS
Knowledge, Attitudes, and Sexual Behavior of California
Students,” California Sociologist 11 (1988): 91—116.
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Women and HIV/AIDS
Another area of growing concern involves women and HIV.
Women with HIV infection tend to be diagnosed at a later
stage of infection and live shorter lives than do men with
HIV. The manifestations of HIV among women include chronic
yeast infections, chronic pelvic inflammatory disease,
vaginitis, and cervical dysplasia. These symptoms are often
overlooked by gynecologists, many of whom were trained
before the onset of the epidemic or assume that HIV does not
specifically affect female patients, thus establishing a
dire need for medical practitioners to increase their
knowledge base about HIV/AIDS as it relates to women.5
In 1990, the Centers for Disease Control reported that
more than half of the newly diagnosed AIDS cases in the
United States are among nonwhites. Although African
Americans account for only 12% of the entire population, a
disproportionate 30.4%, or 13,186 of these new cases are
African Americans. Indeed, the risk of AIDS is three times
greater for African American males than it is for White
males, and it is eight times greater for African American
females than it is for White females.6
5H. Minkoff & J. Dehovitz, “HIV Infection in Women,”
AIDS Clinical Care 3 (1991): 33—35.
6M. Selik, K. Castro, & M. Pappaioanou, “Racial/ethnic
Differences in the Risk of AIDS in the United States,”
America Journal of Public Health 78 (1988): 1539—1545.
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In the states of New York and New Jersey, AIDS is the
leading cause of death among African American women aged 15
to 44 years. Although African Americans represent 13.3% of
women in the United States, in 1990 they accounted for 51.9%
(2,539) of all reported female AIDS cases. Injection drug
use is the most common risk factor for African American
women, some 60%. Sexual contact with an injection drug user
ranks second in importance an estimated l8.3%.~
In the state of New York, AIDS is also the leading
cause of death among African American children aged one to
four years. African Americans aged 15 and younger account
for 15.4% of children in the United States; however, they
represent 54.5% of pediatric AIDS cases. Most of these
cases are indirectly related to injection drug use, either
by perinatal transmission to a fetus from a mother who used
injection drugs (45.8%) or a mother whose sex partner used
such drugs (14.5%). Overall death rates have been higher
for African Americans (29.3 per 100,000, compared with 8.7
per 100,000 for whites).8
The disproportionate prevalence of AIDS in African
Americans is due primarily to behavioral differences and
environmental factors. African Americans in the United
7J. Gayle, R. Selik & S. Chu, “Surveillance for AIDS
and HIV Infection Among Black and Hispanic Children and
Women of Childbearing Age,” Morbidity and Mortality Weekly
Report 39, vol. SS—3 (1990): 23—30.
8lbid, 25—26.
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States have historically experienced limited access to
adequate health care, lower living standards, higher
unemployment rates, and higher overall mortality rates.
Impoverished urban communities are plagued by low literacy,
homelessness, and violence.
As a function of these environmental factors, African
Americans tend to be sicker when they are diagnosed with
AIDS and also tend to delay seeking medical care. Moreover,
in most clinical settings, women with HIV/AIDS are
identified later than men in the course of disease, and
injection drug users often have poorer underlying health
status relative to others who are HIV positive.
Within the African American community, AIDS represents
the confluence of history, culture, politics, and disease.
The community’s attempt to disassociate itself from AIDS is
less a response to AIDS as a medical phenomenon than it is a
reaction to the social and political issues generated and
reflected by AIDS. Indeed, the African American community’s
response stems from a difficult and tenuous relationship
with the larger society. In this regard, it is critical to
understand how the parameters of a disease are defined, as
those definitions determine intervention-priority target
groups and, consequently, bear on the general health and
well-being of the larger population.
The African American community’s reluctance to speak
openly about AIDS during the early stages of its epidemic
17
was due, in large measure, to associations that have been
made about African Americans, disease, and deviance in
American society. Eight-two percent of adults with AIDS in
the African American community acquired the virus as a
function of their behaviors and lifestyle practices, such as
intravenous drug use and unprotected sex. Many African
Americans do not want to be associated with what has been
perceived as a “gay” disease. This response has its origin
in the African American’s attempt to contend with the
historical construction of sexually transmitted diseases as
being the result of the uncontrollable sexual behavior of
African Americans.9
Apart from cultural and religious dimensions, social,
economic, and political factors influence the sexual
behavior patterns of African American women. The response
of these women to AIDS is determined by the threat that they
perceive AIDS poses to them relative to other risks in their
lives and by the availability of resources to reduce their
risk of exposure. The attempts of African American women to
protect themselves against infection are often compromised
by their emotional or economic dependence upon their male
partners. Moreover, the unbalanced sex ratio between
African American males and females, 75 single males to 100
9Helen Land, A Complete Guide to Psychosocial
Intervention, (Family Services America, Inc.: Wisconsin,
1992), 124.
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single females, contributes to the crisis. Consequently,
many African American women to allow themselves to be
pressured into unsafe sex practices.’°
“During the past 11 years, by reason of women’s
traditional role as caregivers, mothers have cared for gay
sons and infected children, lesbian women have cared for
their gay brother, and wives have cared for ill husbands.
But women are now faced with the additional reality that
they are among the fastest growing group of individuals
infected with HIV. The AIDS cases that we see today result
from infections that occurred five to ten years ago.’1 The
World Health Organization estimates that during the l990s,
three million women and children will die from AIDS. In
1981, women accounted for 3% of people infected with AIDS in
the United States; by 1990 the percentage of women infected
had risen to 11.5%. Between 1989 and 1990, the number of
women with AIDS increased by 34%, compared with a 22%
increase among men.’2
Women with HIV face many unique problems when compared
with their male counterparts or children with HIV. HIV has
had a drastic effect on women in terms of childbearing,
10Ibid, 125.
‘1G. Noble, “Women and AIDS: The Growing Crisis:
Update,” CDC HIV/AIDS Prevention Newsletter (1991): 1-2.
‘2D. Pearl, “AIDS Spreads More Rapidly Among Women,”
Wall Street Journal (November 30, 1990): Bl—B4.
19
which is regarded as a life and death issue for some
females. Not only is having children a moral dilemma, in
that 30% of children born to an HIV-positive woman will
contract the virus, it is also a medical dilemma in that
pregnancy and birthing are physically debilitating to a
woman who is already medically compromised. The care and
well—being of her newborn, even if it is not infected, and
of any children born previous to the infection are major
concerns and a major source of stress.
Women and AIDS in Georgia
The HIV/AIDS epidemic continues to grow in Georgia,
ranking the state eighth in the country for total number of
AIDS cases (see Appendices E and F). There were
approximately 12,173 AIDS cases diagnosed in Georgia by the
end of December 1994. Approximately 1,240 were female
cases. Some 30,000 Georgians are estimated to be infected
with the HIV virus and can transmit it to others. The
majority are unaware of their infection. Also people with
HIV are more susceptible to develop active tuberculosis. At
least 135 or 16.6% of the 815 Georgians diagnosed with
tuberculosis in 1993 also tested positive for HIV. The
total may well be higher, as HIV status is unknown for 52%
of the patients.
Through December 1994, 12,173 cases of AIDS have been
reported to the Georgia AIDS case surveillance registry,
6,816 cases have been reported to have died. In January
20
1993, the AIDS definition was made more sensitive by
including persons who test positive for HIV, and have a CD4
count under 200 or have pulmonary tuberculosis, recurrent
pneumonia or invasive cervical cancer, consequently
including a high-risk population, women. The AIDS epidemic
in Georgia has been changing gradually from primarily
affecting metropolitan Atlanta to affecting smaller towns
and rural areas.
In the early stages of the epidemic most people with
HIV were men. The proportion of AIDS cases who are women
has steadily increased over the past 10 years. Since 1984
the proportion of female AIDS cases has increased from 4% to
15%. Many infected women are sex partners of men who have
used drugs or have had sex with other men. People who
became infected through heterosexual contact, such as women,
are the fastest growing group of people with AIDS. AIDS is
now the fourth leading cause of death among women in Georgia
ages 20—44.
Many cases of HIV transmission result from the use of
addictive drugs. People who use injected drugs often
contract the virus when they share needles with an infected
person. They may also become infected through sexual
activity with infected partners who have used injection
drugs, or by trading sex for drugs or money to buy drugs.
Alcohol use may increase high risk behavior because it
reduces inhibitions and interferes with decision making.
21
For the past few years Georgia, like other east coast
states, has experienced syphilis epidemic among users of
crack cocaine and their sex partners as they trade sex for
drugs. In addition, the sores resulting from syphilis and
other sexually transmitted diseases make a person more
likely to contract the HIV/AIDs virus. The rise in sexually
transmitted diseases associated with crack use has already
contributed to increases in AIDS case reports in Georgia.13
Women and Pregnancy
Early in the epidemic most cases were reported among
White men. However, though African Americans are 29% of the
state’s population, over two—thirds, some 68% of new cases
in 1993 were African Americans. AIDS is now the leading
cause of death among African American men and women ages
20-44. As more women become infected with HIV/AIDS, more
children will be born with HIV/AIDS. About one in five
babies born to HIV—infected women are infected themselves.
Approximately, 46% of the women and 52% of children infected
with AIDS live outside of the Atlanta area.
As an infected population, women continue to be
underrepresented in national and international data. Little
documentation on women and HIV has been recorded in the past
four years. Statistics show a rapid increase in AIDS in
13Department of Human Resources, Office of
Communications, “AIDS in Georgia,” Oct. 1994.
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women despite poor diagnostic measures. Transmission risks
and education geared toward women about these risks are
severely underresearched. Virtually nothing is known about
woman—to—woman transmission of the virus, although
documented cases do exist. Women at risk have come to the
attention of HIV service providers by reason of the high
incidence of babies infected with HIV and because of women’s
reproductive issues rather than from concern for the
infected women themselves.’4
Many women show forth concern about their ability to
become pregnant and to have healthy babies. Current
statistics in the United States indicate that 25-30% of the
babies born to HIV positive mothers will themselves be HIV
positive. Despite the risk of having an HIV infected
infant or of that child becoming an orphan, many women have
a strong desire to experience motherhood. Although such
attitudes may frustrate caregivers, the decision to become
pregnant lies ultimately with the individual. Judgmental
counseling will only alienate the potential mother from
services for herself and her child.’5
‘4Helen Land, A Complete Guide to Psychosocial





The significance of maternal—infant attachment has
captured the interest of researchers in the past few years.
Focus on the mother’s ties of affections to her infant
rather than the infant’s ties to its mother has been the
result of studies that imply a positive correlation exists
between maternal attachment behavior and mother’s self—
concept. “Previous research on early contact focused on a
single dependent variable; maternal attachment behavior.”
Mary Curry, associate professor from Oregon University,
researched maternal attachment behavior and the mother’s
self concept focusing on the effects on early skin to skin
contact. The self concept was selected for study because it
is believed to influence the development of maternal
behavior. The findings of the research revealed that skin
to skin contact during the first two hours following
delivery positively impacted maternal attachment behaviors.
Furthermore, the study supported the importance of mother
infant contact during the postnatal hospitalization
period.’6
The original idea of maternal-fetal attachment grew out
of ethological data from a variety of animal observations
which suggest there is species—specific maternal behavior
prior to, during and immediately after birth that leads to
‘6Helen Land, A Complete Guide to Psychosocial
Intervention, (Family Service America, Inc.: Wisconsin
1992), 74.
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the mother’s attachment to her newborn. Important to the
concept of maternal—fetal attachment was the ethological
ideal of a “critical period,” that occurs immediately after
birth marking the initial interaction between mother and
infant which is necessary for the normal development of
mothering behavior. The conceptualized term for critical
period is expressed as a limited period during early life
where an initial event must occur so that subsequent
behavior can be normal.
“In the early 1970’s Klaus and colleagues hypothesized
that human mother—fetal interaction is also dependent upon a
critical period during which the two needed to interact, and
that separation during this period might detract from the
optimal development of affectional ties between mother and
infant the way it did in other animals. Researchers
studying the patterns of interactions mothers had with their
newly born infants found that there was an identifiable set
of maternal-infant attachment behaviors exhibited by human
mothers during the early period after birth.’7
Developmental Theory can be used to explain a woman’s
psychological reactions during pregnancy. According to this
theoretical perspective, a woman is faced with certain
stages or tasks during pregnancy. A developmental task is
defined as the growth responsibility that arises at a
‘7s. Nelson, “Attachment Theory,” Nurse Practitioner 10
(8), (1985): 34.
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certain time in the course of development. Successful
achievement of these tasks will lead to satisfaction and
success with later tasks. Developmental theorists agree
that attachment to the fetus during pregnancy is one of the
critical developmental tasks of pregnancy. Additional tasks
include the acceptance and resolution of the fetus as a
person. Pregnancy is a time when a woman literally begins
to share her body with another being. This event produces
profound changes in the way a woman views herself and her
future relationship with her unknown offspring.’8
Cranley described in her research on the development of
a tool for measuring maternal attachment, Reva Rubin’s four
tasks of pregnancy: “Seeking safe passage for herself and
her child through pregnancy, labor and delivery; insuring
acceptance of the child she bears by significant persons in
her family; binding in to her unborn child; and learning to
give herself. Rubin described the woman’s behavior as she
worked on each task during the three trimesters of pregnancy
and called them the “qualitative matrix of motherings.”9
The nine months of gestation are not just for the
physical development of the fetus; equally dynamic is the
development of the woman into a mother. Central to the
18D. P. Valentine, “The Experience of Pregnancy: A
Developmental Process,” Family Relations 31 (1982): 243.
‘9N.S. Cranley, “Development of a Tool for the
Measurement of Maternal Attachment During Pregnancy,”
Nursing Research 30 (5), (1981): 281.
26
development is the woman’s personal identity, role identity,
the identity of the fetus and most significantly, the
relationship between the mother and fetus. Cranley’s study
revealed that “mothers who were more attached to their
fetuses displayed significantly more positive attitude
toward the ‘output’ behaviors of average infants. The
presence of a strong social support system was positively
associated (r=.51) with maternal-fetal attachment. Women
with more people available to help them and with higher
quality of help had higher scores on the Maternal-Fetal
Attachment Scale. Conversely, women who perceived
themselves as having more stress during their pregnancies
had lower scores on the Maternal—Fetal Attachment Scale.
Thus, there was a negative relationship between perceived
stress and attachment to the fetus (r =.4l).~~20
Penticuff hypothesized that any series of events
perceived by the pregnant woman as threatening to either the
fetus or herself may compromise her ability to successfully
achieve the developmental tasks of pregnancy. This
perception could negatively affect her self—concept and her
feelings towards the fetus. Postnatal maternal attitude and
behavior toward the infant are dependent factors contingent
upon the mother’s perception of self. If a woman feels
20M.S. Cranley, “Development of a Tool for the
Measurement of Maternal Attachment During Pregnancy,”
Nursing Research 30 (5), (1981): 281.
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herself incapable of performing the mothering role, the
mother-infant relationship can be negatively affected.2’
STATEMENT OF THE HYPOTHESIS
1. There is a significant statistical difference between
the maternal—fetal attachment of prenatal mothers
who are HIV seropositive, and those mothers who are
nonseropositive.
2. There is a significant correlation between the self
concept and maternal—fetal attachment of prenatal
mothers who are HIV seropositive and those
prenatal mothers who are nonseropositive.
THEORETICAL FRANEWORK
Typical roles for women have shifted drastically since
the early 1980’s amidst the HIV/AIDS epidemic. Their roles
are best viewed from systemic and interpersonal
perspectives. From a systemic point of view, the harsh
realities of women’s political, societal and economic status
in our westernized culture is taken into account. The
interpersonal or individual point of view addresses how
women view themselves and how they relate and are expected
to relate to others. In American society great emphasis is
placed on weilness and productivity, causing most people who
21j• Penticuff, “Psychologic Implications in High-Risk
Pregnancy,” Nursing Clinics of North America 17 (1), (1982):
72.
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are faced with terminal illness to deal with feelings of
stigma, lowered self—esteem, loss, and depression, not to
mention economic hardships. For women, however, these
issues are greatly magnified.~
Theoretically, an interpersonal systemic model works
well with women with HIV/AIDS. This theoretical framework
takes into account factors that affect the functioning of
individuals, such as the biophysical, cognitive/perceptual,
emotional/psychodynamic, behavioral, cultural, and
motivational. The state of a woman’s health affects
virtually every aspect of her functioning and should be
taken into consideration when assessing needs. The
interpersonal/systemic model allows women with HIV to deal
with their conceptions, self—concept, judgements, and sense
of reality on an interpersonal level.23
An Interpersonal/Systemic Model allows clinicians to
address individual needs while viewing the woman within the
context of her situation. This framework provides a
structure from which the professional can develop
22Helen Land, A Complete Guide to Psychological
Intervention, Family Science America, Inc.: Wisconsin
(1992): 141.
23Dean H. Hepworth and Jo Ann Larsen, Direct Social Work
Practice: Theory and Skills, 4th ed., (Califronia:
Brooks/Cole Publishing, 1993), 2-3.
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therapeutic interventions.24 External factors may affect
and be affected by the HIV infection. After an interpersonal
needs assessment has been completed, the woman may
concentrate focus on identifying external systems that
affect her.25
The systemic practice approach affords the clinician
different means of intervention. Such intervention plans for
women with HIV/AIDS must be eclectic and responsive to the
clients’ ever—changing circumstances. In addition, the
referral/assessment process serves to define appropriate
roles, parameters, and limitations for both the clinician,
as well as the client.26 This framework is appropriate for
postnatal as well as prenatal mothers with HIV/AIDS.
The Developmental Theory can be used to explain a
woman’s psychological reactions during pregnancy. According
to this theoretical perspective, a woman is faced with
certain stages or tasks during pregnancy. A developmental
task is defined as the growth responsibility that arises at
a certain time in the course of development. Successful
achievement of these tasks will lead to satisfaction and
24M. Rodway, “Systems Theory,” in F.J. Turner ed.,
Social Work Treatment: Interlocking Theoretical Approaches,
(New York: Free Press, 1986), 518—519.
~Ibid, 518.
26i~• Rodway, “Systems Theory,” in F. J. Turner ed.,
Social Work Treatment: Interlocking Theoretical Approaches,
(New York: Free Press, 1986), 519.
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success with later tasks. Developmental theorists agree that
attachment to the fetus during pregnancy is one of the
critical developmental tasks of pregnancy. Additional tasks
include the acceptance and resolutions of the fetus as a
person. Pregnancy is a time when a women literally begins to
share her body with another being. This event produces
profound changes in the way a woman news herself and her
future relationship with her unknown offspring.27
Working in conjunction with the Developmental Theory,
Roy’s Adaptation Theory works best with prenatal women as
well. Roy’s Adaptation Theory provided the theoretical
framework for the construction of self—esteem and how self—
esteem effects maternal—fetal attachment of mothers who are
HIV positive. Roy states adaptation as “a person’s positive
response to a changing environment”. Roy further states
that adaptation depends not only on the change taking place,
but also on the state of the person who must cope with this
change. Thus, the integrity of the human being is
maintained by the adaptation responses. Roy’s Adaptation
Model adds humanistic values to this scientific concept.
Humanism, in both philosophy and psychology, explores
beliefs and values about persons.28
27D.P. Valentine, “The Experience of Pregnancy: A
Developmental Process,” Family Relations 31 (1982): 243—244.
28~• c~ Roy, Introduction to Nursing: An Adaptation
Model, 2nd ed., (New Jersey: Prentice—Hall, 1984), 37.
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Roy’s Model contains four adaptive modes of an
individual and shows relationships among them. The first
adaptive mode is the physiological, which includes general
bodily needs for exercises, rest, eliminations, etc. The
second adaptive mode is that of role function, manifested by
a person’s compliance to behaviors expected of a particular
role. The third adaptive mode is that of interdependence,
the reciprocity of dependence and independence in
relationships with others. Finally, the fourth adaptive
mode is self concept of a person’s feeling and beliefs about
oneself.
Another aspect of Roy’s Model is self concept. Self
concept is a combination of not only a person’s self
perception but also other’s perception of the individual
which affects how the individual behaves. Roy defines self
concept as the result of social experiences the person has
over a lifetime. At any given time, it is the composite of
feelings and beliefs the person holds about oneself. It
includes the individual’s total appraisal of one’s
appearance, background, abilities, resources, attitudes, and
feelings 29
Roy postulated that a person will be able to deal more
actively with the environment if feelings of self-value and
security have been internalized. The secure individual will
29~~ c• Roy, Introduction to Nursing: An Adaptation
Model, 2nd ed., (New Jersey: Prentice—Hall, 1984), 38.
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perceive fewer external events as threatening, and will
therefore have less anxiety to deal with. Such individuals
find it easier to modify or change aspects of the concept of
self. Roy stated “as various maturational and situational
crises demand changes, the person will adapt successfully.
On the other hand, if a person feels of little value, such
as a person with low self—esteem, that person will have an
impaired ability to adapt to the challenge by maturational
and situational crises. The essential goal of the
adaptation of self—concept for the person is to achieve and
maintain a high positive value of self over time in the
midst of ever changing views or concepts of self.”3°
Roy’s Adaptation Model, therefore, synthesizes all
aspects of the individual into four adaptive modes. The
self concept is an essential component of one’s being and an
intricate part of the theory of adaptation. Finally, Roy’s
self concept mode utilizes the principles of the learning
theory and of growth and development. Learning is a change
of behavior through processes of reinforcement, imitation,
and insight. Through the process of learning a person comes
to hold certain thoughts, feelings, and beliefs about
self 31
3O~• ~• Roy, Introduction to Nursing: An Adaptation
Model, (New Jersey: Prentice—Hall, 1976), 395.
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According to the Attachment Theory, attachment is
affectional, learned, specific, enduring and the result of
interaction between mother and infant. The theory of
symbolic interaction provided the concept that the
individual could define the interactional situation. Self
concept theory states that the concept of self can vary as a
result of life experiences and role—defining situations.32
32M. S. Cranley, “Development of a Tool for the
Measurement of Maternal Attachment During Pregnancy,”




The research design which was utilized is identified
as a descriptive survey research. The plan of the study was
to investigate the self—concept of African Americans with
HIV/AIDS and its effect on maternal-fetal attachment. This
type of design enabled the researcher to obtain information
in an area where little research has been done before.
Descriptive survey allows the researcher to reconstruct
or recount a situation or event as it naturally exists. No
attempt was made to change or control in any way the
situation under investigation.
Sampling
The target population consisted of single and low
socioeconomic African American women receiving prenatal care
in the women’s and pediatric clinic of a large metropolitan
county hospital. The researcher utilized convenience
sampling due to the availability and willingness of
respondents to participate in the study. The respondents
were patients at the Infectious Disease Clinic of Grady
Memorial Hospital in Atlanta, Georgia.
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The sample for group one was limited to twenty—five
prenatal African American women age 18 or older diagnosed
with HIV/AIDS. A comparison sample was chosen via random
sampling. Group two was comprised of twenty HIV negative
prenatal African American mothers age 18 or older.
Setting and Site
The setting for this research study was at a large
county teaching hospital, Grady Memorial Hospital. While
Grady Hospital offers services to hundreds of indigent
inpatient HIV/AIDS sufferers, the Infectious Disease Clinic
provides outpatient services for these men, women, and
children. Actual data collection was done at the Infectious
Disease Clinic in the waiting area for mothers and children.
Grady Hospital in Atlanta, Georgia, Fulton County is a
600 bed teaching hospital funded by the county and other
grants. The Infectious Disease Clinic is located at 341
Ponce de Leon Ave. This clinic provides AZT treatment,
dental, obstetric, and pediatric services on an outpatient
basis. In concert effort, Grady Hospital and the Infectious
Disease Clinic services more than 20,000 outpatient visits
for HIV/AIDS sufferers.
Procedure
Institute Review Board (IRB) approval was obtained from
the Infectious Disease Clinic. This review and approval
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satisfied Clark Atlanta University’s Human Research
Institute Review Board.
The participants were initially, invited to participate
in the study by the charge nurse and researcher. Next, a
verbal description of the study was articulated by the
researcher. Subjects who consented to participate were given
three questions to complete. The first, a personal
information sheet or demographic profile (see Appendix A).
The last two questionnaires consisted of Cranley Maternal
Fetal Attachment Scale (see Appendix B) and the Rosenberg
Guttman Self-Esteem Scale (see Appendix C).
Instrumentation and Data Collection
Three data gathering instruments used in this study
was: 1) Rosenberg Guttman Self-Esteem Scale; 2) Demographic
Information Questionnaire; and 3) Cranley’s Maternal-Fetal
Attachment Scale (see Appendices).
The Rosenberg Self-Esteem Scale was developed by Norris
Rosenberg. This instrument is a 10—item Guttman Scale, a
method of measuring attitudes that make use of a set of
cumulative (monotone) items with which respondents are asked
to agree or disagree. The items are answered on a 4—point
scale from “strongly agree” to “strongly disagree.” A sample
question is: “On the whole, I am satisfied with myself.”
With this tool, lower scores indicate a higher self—esteem.
According to Rosenberg, self—esteem was categorized in the
following way: high self-esteem 0; medium self-esteem = 2;
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low self—esteem = 3—6. Rosenberg stated that evidence for
construct validity of this tool has been demonstrated by
examining its conformity to theoretical predictions.’ He
has demonstrated convergent and discriminant validity with
the multitrajl-multimethod framework. Sider and Tippett have
reported a test-retest reliability of 0.85. Reproducibility:
93%, Scalability (items): 73% and Scalability (individuals):
72%.2 The Rosenberg Self—Esteem Scale was tested on a
randomly selected heterogeneous population. The sample
consisted of 5,024 high school juniors and seniors from 10
randomly selected public high schools in New York state.
Various social classes, races, religious groups, rural,
urban communities, and nationality groups were represented.
The reading level was not indicated in this study, but it
was implied that the individual participants must be able to
read and write on a junior level of high school or above.
The majority of the students filling out the questionnaires
stated “the questionnaire was interesting to fill out” and
that they “had little difficult answering the questions.”
This instrument takes approximately io minutes to complete
(see Appendix C).
‘H. Rosenberg, Conceiving the Self, (New York: Basic
Books, 1976), 181.
2E. Sider & J. Tippett, “Self-Esteem: Clinical
Assessment and Measurement Validation,” Psychological
Reports 16 (1965): 1011—1071.
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The Demographic Data Sheet was developed by the
researcher to provide data that is necessary to describe
better the sample population (see Appendix). This instrument
takes approximately two minutes to complete.
The Maternal-Fetal Attachment Scale invented by Mecca
S. Cranley, R.N., Ph.D., Professor of Perinatal Nursing at
the University of Wisconsin-Madison School of Nursing.
Permission was obtained for the use of this tool for this
research. The instrument was tested on 71 subjects in their
third trimester of pregnancy. Content validity was built
into the instrument while a coefficient of reliability of
.85 was exhibited by scale. The scale is a 24-item
questionnaire designed to represent maternal behaviors that
are elicited as the attachment between mother and her unborn
child is consolidated. The scale is divided into five sub—
scales: Role-taking, Differentiation of Self From Fetus,
Interaction With Fetus, Attributing Characteristics to the
Fetus, and Giving of Self. The scale consists of statements
representing the five sub-scales that are followed by five
response options, ranging from “definitely yes” to
definitely no.” The wording of the statements varies from
positive to negative. The scale and sub—scales are scored
on a scale of 1 to 5, with 5 being the most positive
statement. From Question number 22, the scoring is reversed
with “definitely yes” being a 1 and “definitely no” being a
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5. A mean score is then calculated by dividing the sum of
the item scores by the number of items answered.
The maternal-fetal attachment tool was initially tested
on women that represented the full range of socioeconomic
classes. This included women who resided in small
communities, on farms, and in the metropolitan areas. Their
modal educational level was a high school diploma, although
the mean number of years of schooling was 13.9. Two of the
women had not finished high school, while two had one or
more years of education beyond the baccalaureate degree
level. This scale takes approximately 10 minutes to complete
(see Appendix B).
Analysis of Data
The data was analyzed using three statistical
procedures: (a) the t—Test for Independent, (b) the Pearson
Product Moment-Correlation, and (c) Descriptive Statistics.
The t-Test for independent samples can be used to test the
research question “Is there a difference maternal—fetal
attachment of pre—natal mothers who are HIV positive and
those who are not?” The t—Test is a parametric procedure
for comparing the differences between statistical measures
of two samples. The t-Test is an inferential statistical
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method since it provides a means for drawing conclusions
about the population from which the sample was drawn.3
The Pearson Product—Moment Correlation (r) can be used
when the relationship between two continuous variables is
linear. A change in magnitude in one variable is
consistently accompanied by a corresponding change in the
other. The Pearson Product—Moment Correlation ranges from
minus one to plus one.4 This statistical test allowed the
researcher to measure the correlation between self—concept
and maternal—fetal attachment in prenatal mothers who are
HIV positive and those who are not.5
Descriptive statistics, such as the mean, mode, and
percentage, as stated by Pout and Hungler help the
researcher may to accurately depict the characteristics of
the persons, situations or groups, and the frequency of
occurrence of certain phenomena.6
Because of the nature of the research the significance
level was set at .05. This setting means that the research
outcome may occur by chance 5 times out of 100.
3A. Walsh, Statistics for the Social Sciences with
Computer Applications, (New York: Harper & Row).
4D. F. Pout & B. P. Hunger Nursing Research:





This chapter represents the statistical analysis and
discussion of data for this study. The findings and results
of the study were presented in the following order:
(a) demographics, and responses to items regarding
(b) maternal fetal attachment and (c) the value of self
concept.
DEMOGRAPHICS
The demographic findings depicted in Table 1, indicated
that 100 percent of the respondents were African American
females. The ages ranged from 19 to 37 years. The mean age
was twenty-six years. The majority (80%) of the HIV/AIDS
negative respondents were married. All of the seropositive
respondents were from a lower socioeconomic status, while
many of the nonseropositive (55%) were gainfully employed

















trimester 1 10 0.22
lninester2 23 0.51
trimester 3 12 0.26
Education
Less than high School Graduate 13 0.29
High School Graduate only 15 0.33
Some College but did not Graduate 10 0.22
Associate Degree 05 0.11
Baccalaureate Degree 02 0.04
Masters Degree 00 0.00





























Note: f = frequency
MATERNAL FETAL ATTACHMENT
The overall level of maternal—fetal attachment in the
HIV seropositive group and the comparison group reflected an
attachment score of 2.8 and 3.6 respectively, depicted in
Table 2. According to Cranley, positive maternal—fetal
attachment is reflected by a score of 3.0 or greater.
Table 2
Cranley’s Maternal-Fetal Auachment Scale
Strongly Agree Neither Disagree None at all
Agree Agree nor
Disagree
5 4 3 2 1
N f N f N f N f N f
1. I talk to my 19 42.2 20 44.4 2 4.4 4 8.9 0 00
unborn baby




3. lenjoywatching 10 22.2 20 44.4 14 31.1 1 2.2 0 00













Disagree None at all
2 1









7. 1 refer to my baby 9
by a nickname
8. I imagine myself 6
taking care of
the baby
9. 1 can almost guess 5
what my baby’s
personality will be
from the way (s)he
moves around
Note: f = frequency
24.4 28 62.2 5 11.1 1 2.0 0 00
26.7 16 35.6 14 31.1 3 6.7 0 00
20.0 19 42.2 14 31.1 3 6.7 0 00
20.0 16 35.6 17 37.8 3 6.7 0 00
13.3 27 60.0 11 24.4 1 2.2 0 00
11.1 21 46.7 14 31.1 5 11.1 0 00
The study findings revealed that the seropositive
mothers’ cumulative scores indicated a lower value of self
concept, as shown in Table 3. This lower score of the self
concept constituted for the lower score on maternal—fetal
attachment. These results were interpreted to mean that low
self-concept of the HIV/AIDS mothers adversely impacts the




The Rosenberg Gutiman Self-Esteem Scale
Strongly Agree Neither Disagree None at all
Agree Agree nor
Disagree
5 4 3 2 1
N f N f N f N f N f
1. I feel that 11 24.4 22 48.9 8 17.8 4 0.8 0 00
I’m a person of
worth, at least
on an equal plane
with others
2. I feel that I 8 17.8 22 48.9 14 31.1 1 2.2 0 00
have a number of
good qualities
3. All in all, I 11 24.4 19 42.2 11 24.4 0 0.0 0 00
I am inclined to
feel that I am a
failure
4.Iamabletodo 15 33.3 19 42.2 11 24.4 0 0.0 0 00
things as well as
other people
5. 1 feel I do not 16 35.6 11 24.4 15 33.3 3 6.7 0 00
have much to be
proud of
6.Itakeaposltive 7 15.6 22 48.9 15 33.3 1 2.2 0 00
attitude with
myself
7. On the whole, I 11 24.4 17 37.8 16 35.6 1 2.2 0 00
am satisfied with
myself
8. I wish I could 13 28.9 20 44.4 10 22.2 2 4.4 0 00
have more respect
for myself
9. I certainly feel 14 31.1 17 37.8 12 26.7 2 4.4 9 00
useless at times
10. At times I think 14 31.1 16 35.6 10 22.2 4 8.9 1 2.2
I am no good at
all
Note: f = frequency
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The cumulative score of 3.6 on the maternal—fetal
attachment scale for nonseropositive mothers indicated
that these women felt more positively about their
relationship or bond with their child(ren) or fetus. These
women incidently scored higher on the Rosenberg Self—Esteem
Scale, confirming that there is a very positive correlation
between self—concept and maternal—fetal attachment of
prenatal mothers.
Table 4 provides the t—Test statistical data analysis
of the mothers’ responses to both questionnaires. The
overall findings in the study revealed a significantly
positive relationship between self—concept and maternal—
fetal attachment in both groups, with P reflecting a value
of .026. The results of the study indicated that there was
a very significant difference in the overall level of
maternal—fetal attachment and self concept in the
seropositive group and the comparison group. Therefore, it
was concluded that self—concept indeed impacts the
attachment process.
Table 4
t-Te~ ol ~ S~l Dali Analyab
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Table 5
r Analysis of the Self-Qa~cept
and Maternal-Felal Attachment of mv/AIDS Mnders
(Roenabeeg Seff-Eateem) (Qinley h&atun&-F~ Altachnacnt)
F p F p
HIV/AIDS+
Gx~up 1 .8829 .0001 .7916 .0001
N=25
mv/AIDS
(Imep 2 1.000 .0001 1.000 .0001
N=20
While research results reflected a significant
difference in the maternal-fetal attachment of HIV and non
HIV mothers, Pearson Correlation test indicated a strong
relationship in the self-concept of the two groups. This
revelation was interpreted to mean that there was a
significant difference in the way the HIV and non HIV




From the research conducted and data gathered, there
was a positive correlation between the mother’s self concept
and maternal—fetal attachment.
1. Is there a difference between maternal—fetal attachment
of prenatal mothers who are HIV seropositive and those
who are nonseropositive?
The overall level of maternal—fetal attachment in the
HIV/AIDS seropositive group arid the comparison group
reflected an attachment score of 2.8 and 3.6 respectively.
According to Cranley, positive maternal—fetal attachment is
reflected by a score of 3.0 or greater. Data revealed a
difference in the degree of maternal-fetal attachment of
seropositive and seronegative prenatal mothers. Low self—
concept scores on the part of the seropositive mothers
showed to negatively impact the maternal-fetal attachment,
as it hindered the mothers from actively participating in
bonding with their child(ren).
2. Is there a correlation between self—concept and
maternal—fetal attachment of prenatal mothers?
The cumulative score of 3.6 on the maternal—fetal
attachment scale for nonseropositive mothers indicated that
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these women felt more positively about their relationship or
bond with child(ren) or fetus. These women, incidently,
scored higher on the Rosenberg Self—Esteem Scale, confirming
that there is a correlation between self—concept and
maternal—fetal attachment of prenatal mothers. In addition,
Pearson correlation analysis reflected a score of .8829,
indicating a positively strong relationship between self-
concept and maternal—fetal attachment.
3. Can poor maternal fetal attachment result from maternal
low self-concept?
The study findings revealed that the seropositive
mothers’ cumulative scores indicated low value of self
concept, according to the Rosenberg scale. This low score
of the self-concept is believed to have constituted for the
low score on maternal—fetal attachment. These results were
interpreted to mean that the low self-concept of the
seropositive HIV/AIDS mothers adversely impacts the
attachment or bonding they would share with their child(ren)
or fetus.
Limitations
The actual environment in which HIV/AIDS research
affects how the research is conducted. At the Infectious
Disease Clinic several factors made it difficult to conduct
the research: 1) the issue of loss of anonymity and
confidentiality; 2) stigmatization of HIV/AIDS;
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3) competition for scarce resources; and 4) negative
experience of minority groups.
Confidentiality and Anonymity
In confidential studies, knowledge of a participant’s
identifying information is limited to staff. While in an
anonymous studies, such information is not available to
researcher. Research conducted at Infectious Disease Clinic
was restricted to an anonymity study, as no identifying
information was provided. While respondents were assured
that their identity would not be disclosed gathering
demographic information was difficult to do without
violating the clinic’s rules of confidentiality.
Stigmatization of HIV/AIDS
Society in general associates HIV/AIDS with homosexual
behavior and/or injection drug use. Consequently, persons
with HIV/AIDS who may not fall in either category may
experience discrimination and stigmatization.
Competition for Scarce Resources
The stiff competition in the field of AIDS for research
also made it difficult to obtain approval to conduct
research. At the clinic, the researcher competed with
epidemiologists, behavioral and biological scientists for
approval. The review board permits only two researchers per
month.
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Negative Experience of Minority Groups
AIDS is such a sensitive topic where minorities are
concerned. Many feel that research is nothing more than a
means by which outsiders take information and exploit them,
giving minorities nothing in return. Consequently,
obtaining necessary information from the African American
mothers proved somewhat difficult.
CONCLUSION
It is essential that women’s needs with regard to HIV
be brought into public consciousness. Women with HIV
disease need to become visible and stereotypes must be
destroyed. The role of women in the AIDS epidemic has
changed dramatically. Whereas early on women were perceived
as care providers to the ill, the incidence of women with
HIV is rising at an alarming rate. The majority of these
women are poor, uneducated, and members of minority groups.
Their access to health care is restricted, and they lack
knowledge of risk behaviors and HIV in general. The health
care profession has neglected the special needs and issues
of women with HIV disease. The HIV/AIDS epidemic has
exposed the inefficacy of the public health care system in
general and its care of women in particular. Educational
materials need to focus on women and their risk factors.
More women—specific services need to be provided. Women
must be included in clinical trials, and the definition of
AIDS needs to be broadened to include women—specific
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infections. The political, social, and economic status of
women must be improved, and service providers must approach
women with HIV in a nonjudgemental, nonstigmatizing way.
While HIV/AIDS prevention and education presents itself
as the most effective tool used by clinicians, educators and
medical professionals, this tool stands to be challenged in
the second decade of the AIDS epidemic. HIV/AIDS education
alone will not stop the AIDS epidemic. Knowing the facts
about how HIV/AIDS is transmitted does not change the
personal and environmental factors that contribute to
transmission. Personal factors are rooted deep in the human
psyche: sexual identity, habitual behaviors, religious
beliefs and moral judgments, and addiction. The
environmental factors are equally complex. They include
society’s attitudes toward marginalized groups such as gay
women and injection drug users, the inadequacy of women’s
health care, the fear and stigma attached to persons with
chronic life—threatening illness, the reticence of society
to speak frankly and openly about sexual practices and drug
use, the unwillingness of elected officials to provide basic
risk—reduction supplies such as condoms and bleach, and
societal factors that lead to drug use.
There are two future certainties regarding HIV infected
children and their families. One certainty is that the
number of infected children will increase to 10 million
worldwide by year 2000. Another is that these two groups
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will require comprehensive psychosocial care from dedicated,
skilled and compassionate providers.
Despite the immensity and complexity of their needs,
HIV infected women and their children can discover hope and
empowerment in the face of this dreadful disease. Positive
assistance through social service providers and state of the
art medical practice methods may serve to sustain that sense
of hope.
Each mother and child offer a unique and challenging
opportunity to a social service provider. The worker may
need to wade through the weaknesses of the family in order
to find its strengths, then devote his or her efforts to
convincing family members that they do in fact have
strengths that can be built upon. Although success may be
difficult to determine, one sure measure is the ability of
the family and worker to find meaning, hope, and joy in
lives that are compromised but not condemned by HIV/AIDS.
The state of Georgia has been a model exemplar for
other states in its efforts to provide extended support care
to sufferers of I-IIV/AIDS beyond the hospital. In recent
years, medications and preventive therapy for HIV—related
illnesses have allowed patients to spend less time in the
hospital and to enjoy a longer and better quality of life.
The need for early diagnosis and treatment and for expanded
outpatient facilities is increasing along with the growing
numbers of cases of HIV/AIDS.
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A majority of Georgians who receive publicly supported
care for AIDS/HIV are served the Infectious Disease Program
of the Grady Health System in Atlanta. Funds from the Ryan
White Comprehensive AIDS Resources Emergency Act of 1990
(CARE) have enabled the Department of Human Resources to
expand existing clinics and also offer at least some
outpatient services for people with HIV/AIDS in many other
health districts. Hemophilia of Georgia tests, counsels,
and provides medical referral to people with hemophilia who
were infected through blood products before testing began in
1985.
The expansion of Georgia’s Medicaid program in 1990 has
extended coverage to many disabled AIDS patients who
formerly exceeded income guidelines for eligibility and
could not afford treatment. Also, Georgia is one of sixteen
states with an insurance assistance program, which pays
private health insurance premiums to maintain coverage for
people with AIDS/HIV whose income has fallen below 200% of
the federal poverty level. A federal grant helps the
Department of Human Resources to supply AZT, ddl and ddC to
indigent persons with HIV/AIDS who do not qualify for
Medicaid.
Funds from the Ryan White CARE Act have expanded
opportunities for treatment and case management throughout
the state. However, expected increased reported AIDS cases
will continue to severely strain the public and private
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health care systems. Services for families with HIV/AIDS,
and for people with HIV/AIDS who are substance users, are in
short supply. To be effective, medical services for these
groups must be integrated with social services, nutrition
services, mental health care and addiction management.
CHAPTER VI
SOCIAL WORK IMPLICATIONS
“The attempt to break the perceived linkages among
African Americans, disease, and immortality has exacted a
toll on the African American community. African Americans
are aware of the social, political, economic, and personal
prejudices directed against Haitians when AIDS was
identified as a disease prevalent among Haitians.
Consequently, the African American community remains wary of
connections made between itself and AIDS. There are
misgivings among African Americans relative to the
curtailment of opportunities for employment, education, and
health care due to seropositivity.” As a direct result of
these misgivings, social workers may encounter several
implications when providing services to women with HIV/AIDS.
A legacy of suspicion and mistrust between African
Americans and the larger society damper social workers’ AIDS
prevention efforts. Some African Americans believe that
AIDS is a conspiracy of Whites using biological engineering
to eliminate less valued members of society, in other words,
1M. Smith, Statement of Mark D. Smith, M.D., M.B.A.
Paper presented at a meeting of the National Commission on




a legalized and institutionalized form of genocide. This
view stems from the experience of a community with the 40
year Tuskegee study, in which African American males with
syphilis were observed without treatment in order to
determine the course of the illness, even after the
discovery of penicillin. This study is observed as the
longest nontherapeutic experiment on humans in medical
history. The resulting rifts between African Americans and
the scientific community have yet to be healed.
Consequently, the lack of interest in AIDS among African
Americans is also due to the lack of credibility that
mainstream institutions have within the African American
community. African Americans are often reluctant to believe
that such mainstream institutions are genuinely concerned
about their welfare independent from the larger
society.2
Another implication inhibiting service delivery is that
African American adults consistently have lower knowledge
scores and greater misconceptions about AIDS than do Whites.
Studies conducted with adolescent populations indicated that
African American are also less knowledgeable than are their
White counterparts about the cause, transmission, and
prevention of AIDS. Thus, African Americans are at greater
2~• Thomas, & S. Quinn, “The Tuskegee syphilis study,
1932—1972: Implications for HIV Education and AIDS Risk
Education Programs in the Black Community,” American Journal
of Public Health (81), (1991): 1498—1504.
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risk of HIV/AIDS infection as a result of engaging in unsafe
sexual practices due to insufficient information. Increased
sexual activity and drug experimentation also increase the
risk of HIV/AIDS infection among adolescents.3
African Americans have higher incidence of drug use and
because of this may indulge in more risky behaviors.
Illicit drug injection coupled with unsafe sex becomes the
means of heterosexuals transmission of HIV beyond drug
users. Clinicians are often distrustful of injection drug
users, which includes infected women by large. It is
imperative that addiction be identified as a medical and
psychosocial disease considered as a primary diagnosis.
Ongoing and untreated substance abuse not only compromises
compliance with medical treatment, it also increases
morbidity and the risks of mortality. Therefore, it is
critical that the clinician address drug—use issues so as to
secure appropriate treatment options.4
Historically, physicians have directed their efforts
towards saving lives, whereas, social workers focus on
improving the quality of life for an individual. From time
to time, patients may express concern about thefr
3v. Carghill & M. Smith, “HIV Disease and the African
American Community,” in P. Cohen, et al, AIDS Knowledge Base
Waltham, MA: Medical Publishing Group, 1990.
4D. Craven, H. Fuller, C. Hagerty, et al., “AIDS in
Intravenous Drug Users: Issues related to enrollment in
clinical trails.” Journal of Acquired Immune Deficiency
Syndromes 3, (suppl. 2), s45—s50.
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relationship with attending physicians and medical staff.
In such instances, clinicians may assist the medical staff
in raising their level of awareness about patient’s needs
and concerns as well as help the patient sort through
feelings of fear and anxiety.
“Professional caregivers struggle with a different kind
of stress. Faced with the ongoing responsibility of caring
for individuals who are terminally ill, inadequate community
resources, a less than adequate health care system, and
complex legal and ethical issues, professionals may feel
helpless, hopeless, and angry. As a result, physical and
emotional exhaustion may lead to burnout. Burnout is costly
not only to the individual who suffers from the condition,
but to the organization and the populations being served.
Although an individual’s capacity to cope with stress may
explain some of the individual variability in response to
burnout, the organizational milieu——job structure, role—
related tasks, work distribution--often provides clues to
why burnout occurs.
A strong and valued tradition of African Americans is
to care for their sick loved ones, rather than seeking
outside help from other institutions. A clinician must
permit the families of AIDS sufferers to assume an active
role in the care of their loved one(s). Furthermore, a
5Helen Land, A Complete Guide to Psychosocial
Intervention, Family Service America, Inc.: Wisconsin
(1992): 7—8.
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clinician must understand that a typical African American
family may never request the service of hospice care for
their loved one in the final stage. On the contrary, some
AIDS sufferers may endure rejection, ostracism, and
abandonment from family members who subscribe to rigid
religious doctrine and/or a conservative view about
HIV/AIDS. This social dilemma requires extensive compassion
and sensitivity on the part of social workers in efforts to
assuage the pain and grief that HIV/AIDS brings into the











2. How many weeks are you into your pregnancy
now? _________
3. Educational Level
(Please check the highest level attained).
Less than a high school graduate
High school graduate
__ S me college but did not graduateAssociate DegreeBaccal ure te Degree_ M ters D gr ePo t Gr duOth r (pl as indicate) _____________
4. Insurance provider? ____________
5. Is this your first pregnancy? ______
First child? _______




_ adI iffer ntOth ____________________
7. Do you have any pre-existing illness(es)?
Explain
8. Do you receive public assistance? —
AFDC? WIC? Medicaid? Other?
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Appendix B
Cranley’s Maternal-Fetal Attachment Scale
Please respond to the following ite~is about yourself and the
baby you are expecting. There are not right or wrong
answers. Your first impression is usually the best
reflection of your feelings.
(Make sure you mark only one answer per sentence.)
I think or do the following:
1. I talk to my unborn baby. 5 4 3 2 1
2. I feel all the trouble of 5 4 3 2 1
being pregnant is worth it.
3. I enjoy watching my tummy 5 4 3 2 1
jiggle as the baby kicks
inside.
4. I picture myself feeding 5 4 3 2 1
the baby.
5. I am really looking forward 5 4 3 2 1
to seeing what the baby
looks like.
6. I wonder if the baby feels 5 4 3 2 1
cramped.
7. I refer to my baby by a 5 4 3 2 1
nickname.
8. I imagine myself taking 5 4 3 2 1
care of the baby.
9. I can almost guess what 5 4 3 2 1
my baby’s personality will




The Rosenberg Guttman Self-Esteem Scale
Please respond to the following items about yourself. There
are no right or wrong answers. Your first impression is
usually the best reflection of your feelings.
(Make sure you mark only one answer per sentence.)
1. I feel that I’m a person of worth, at 5 4 3 2 1
least on an equalpiane with others.
2. I feel that I have a number of good 5 4 3 2 1
qualities.
3. All in all, I am inclined to feel that 5 4 3 2 1
I am a failure.
4. I am able to do things as well as other 5 4 3 2 1
people.
5. I feel I do not have much to be 5 4 3 2 1
proud of.
6. I take a positive attitude with 5 4 3 2 1
myself.
7. On the whole, I am satisfied with 5 4 3 2 1
myself.
8. I wish I could have more respect for 5 4 3 2 1
myself.
9. I certainly feel useless at times. 5 4 3 2 1





Before agreeing to participate in this study, it is
important that the following explanation of the proposed
procedures be read and understood. It describes the
purpose, procedures, benefits and risk of the study. It
also gives you the right to withdraw from the study at any
time. It is important to understand that refusal to
participate in this study will not affect any regular
services or benefits available to you.
Obiectives of the Study
I, Sonya Williams, a graduate student in the School of
Social Work at Clark Atlanta University, am conducting a
special research project to study the self concept of
prenatal African American women who have HIV/AIDS and its
impact on or relationship to maternal—fetal attachment as
compared to self concept of nonseropositive African American
women and its effect on maternal—fetal attachment. I hope
the information gathered will provide information that may
help attain a better understanding of maternal-fetal
bonding. I am asking for your help by participating in my
questionnaire study about self—esteem, maternal fetal
attachment and a demographic sheet.
Procedures
If you agree to participate in the study, you will
complete a questionnaire packet prepared by this
investigator. Completing the questionnaire will require
approximately 20 minutes.
Risks
It is not expected that you, your child(ren) or fetus
will experience any discomfort or risk in the study.
Confidentiality of Records
All information provided is strictly anonymous and it
does not require any identifying information about the




There is no provision for payment or cost associated
with injury resulting from participation in this study.
The Right to Withdraw
If you begin the project, you are free to withdraw your
consent and stop at any time you wish.
I will be glad to answer any questions you might have
about this project or about what I am asking you to do. Do
you have any questions?
If you would like to take part in this project, please
read and sign the statement below:
The nature of this project has been described
to me and I have been given a chance to read
the written explanation above. I agree to
participate in this study.
(Signature of Subject) Date
(Printed Name of Subject)
(Signature of Interviewer) Date
(Printed Name of Interviewer)
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Appendix E
Cumulative Number of Reported AIDS Cases Among the









Since the beginning of the AIDS epidemic, the Centers for
Disease Control and Prevention (CDC) has recorded over
360,000 reported cases of AIDS through December 1993.
Georgia has consistently remained among the top reporting
states in the United States and now ranks eighth in the
cumulative number of reported cases AIDS.
The above data are based on cases reported to CDC as of
December 1993. These CDC data differ from those published
in other areas of this report because of subsequent changes
in the status of previously reported Georgia cases.
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Appendix F
Cumulative Number of Reported AIDS Cases Among the











Since the beginning of the AIDS epidemic, the Centers for
Disease Control and Prevention (CDC) has recorded over
360,000 reported cases of AIDS through December 1994.
Georgia has consistently remained among the top reporting
states in the United States and now ranks eighth in the
cumulative number of reported cases AIDS.
The above data are based on cases reported to CDC as of
December 1993. These CDC data differ from those published
in other areas of this report because of subsequent changes
in the status of previously reported Georgia cases.
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Appendix G
GEORGIA COUNTIES WITH THE MOST AIDS CASES
The 25 counties with highest number of reported
AIDS cases in Georgia from 1981-1994:
1. Fulton 13. Hall
2. DeKaib 14. Thomas
3. Chatham 15. Clarke
4. Richmond 16. Spalding
5. Cobb 17. Douglas
6. Gwinnett 18. Houston
7. Muscogee 19. Lowndes
8. Bibb 20. Rockdale
9. Dougherty 21. Cherokee
10. Clayton 22. Crisp
11. Columbia 23. Liberty





Frequency Distribution of Cranley’s
Maternal-Fetal Attachment Scale
Variable #1-I talk to my unborn baby.
Value Label Value Freq Valid Cum % % %
Disagree 2 4 8.9 8.9 8.9
Neither 3 2 4.4 4.4 13.3
Agree 4 20 44.4 44.4 57.8
Strongly Agree 5 19 42.2 42.2 100.0
Total 45 100.0 100.0
Mean 4.200
StdDev .894
Variable #2 - I feel afl the trouble being pregnant is worth it.
Value Label Value Freq Valid Cum % % %
Disagree 2 5 11.1 11.1 11.1
Neither 3 14 31.1 31.1 42.2
Agree 4 17 37.8 37.8 80.0
Strongly Agree 5 9 20.0 20.0 100.0
Total 45 100.0 100.0
Mean 3.667
Std Dev .929
Variable #3 - I enjoy watching my tummy jiggle as the baby kicks inside.
Value Label Value Freq Valid Cum % % %
Disagree 2 1 2.2 2.2 2.2
Neither 3 14 31.1 31.1 33.3
Agree 4 20 44.4 44.4 77.8
Strongly Agree 5 10 22.2 22.2 100.0
Total 45 100.0 100.0
Mean 3.867
Std Dcv .786
Variable #4 - I picture myself feeding the baby.
Value Label Value Freq Valid Cum % % %
Disagree 2 1 2.2 2.2 2.2
Neither 3 5 11.1 11.1 13.3
Agree 4 28 62.2 62.2 75.6
Strongly Agree 5 11 24.4 24.4 100.0






Variable #5-I am really looking forward to seeing what the baby looks like.
Value Label Value Freq Valid Cum % % %
Disagree 2 3 6.7 6.7 6.7
Neither 3 14 31.1 31.1 37.8
Agree 4 16 35.6 35.6 73.3
Strongly Agree 5 12 26.7 26.7 100.0
Total 45 100.0 100.0
Mean 3.822
StdDev .912
Variable #6-I wonder if the baby feels cramped.
Value Label Value Freq Valid Cum % % %
Disagree 2 3 6.7 6.7 6.7
Neither 3 14 31.1 31.1 37.8
Agree 4 19 42.2 42.2 80.0
Strongly Agree 5 9 20.0 20.0 100.0
Total 45 100.0 100.0
Mean 3.756
Std Dev .857
Variable #7 - I refer to my baby by a nickname.
Value Label Value Freq Valid Cum % % %
Disagree 2 3 6.7 6.7 6.7
Neither 3 17 37.8 37.8 44.4
Agree 4 16 35.6 35.6 80.0
Strongly Agree 5 9 20.0 20.0 100.0
Total 45 100.0 100.0
Mean 3.689
Std Dcv .874
Variable #8 - I imagine myself taking care of the baby.
Value Label Value Freq Valid Cum % ¶4 ¶4
Disagree 2 1 2.2 2.2 2.2
Neither 3 11 24.4 24.4 26.7
Agree 4 27 60.0 60.0 86.7
Strongly Agree 5 6 13.3 13.3 100.0






Variable #9-I can almost guess what my baby’s personality will be from the way (s)he moves around.
Value Label Value Freq Valid Cum % % %
Disagree 2 5 11.1 11.1 11.1
Neither 3 14 31.1 31.1 42.2
Agree 4 21 46.7 46.7 88.9
Strongly Agree 5 5 11.1 11.1 100.0




Frequency Distribution of the
Rosenberg Self-Esteem Scale
Variable #1 - I feel that I’m a person of worth, at least on an equal plane with others.
Value Label Value Freq Valid Cum % % %
Disagree 2 4 8.9 8.9 8.9
Neither 3 8 17.8 17.8 26.7
Agree 4 22 48.9 48.9 75.6
Strongly Agree 5 11 24.4 24.4 100.0
Total 45 100.0 100.0
Mean 3.889
Std Dev .885
Variable #2 - I feel I have a number of good qualities.
Value Label Value Freq Valid Cum % % %
Disagree 2 1 2.2 2.2 2.2
Neither 3 14 31.1 31.1 33.3
Agree 4 22 48.9 48.9 82.2
Strongly Agree 5 8 17.8 17.8 100.0
Total 45 100.0 100.0
Mean 3.822
StdDev .747
Variable #3 - All in all I am inclined to feel that I am a failure.
Value Label Value Freq Valid Cum % % %
Disagree 2 3 6.7 6.7 6.7
Neither 3 12 26.7 26.7 33.3
Agree 4 19 42.2 42.2 75.6
Strongly Agree 5 11 24.4 24.4 100.0






Variable #4 - I am able to do things as well as other people.
Value Label Value Freq Valid Cum % % %
Neither 3 11 24.4 24.4 24.4
Agree 4 19 42.2 42.2 66.7
Strongly Agree 5 15 33.3 33.3 100.0
Total 45 100.0 100.0
Mean 4.089
Std Dev .763
Variable #5 - I feel I do not have much to be proud of.
Value Label Value Freq Valid Cum % % %
Disagree 2 3 6.7 6.7 6.7
Neither 3 15 33.3 33.3 40.0
Agree 4 11 24.4 24.4 64.4
Strongly Agree 5 16 35.6 35.6 100.0
Total 45 100.0 100.0
Mean 3.889
StdDev .982
Variable #6 - I take a positive attitude with myself.
Value Label Value Freq Valid Cum % % %
Disagree 2 1 2.2 2.2 2.2
Neither 3 15 33.3 33.3 35.6
Agree 4 22 48.9 48.9 84.4
Strongly Agree 5 7 15.6 15.6 100.0
Total 45 100.0 100.0
Mean 3.778
StdDev .735
Variable #7- On the whole, I am satisfied with myself.
Value Label Value Freq Valid Cairn % % %
Disagree 2 1 2.2 2.2 2.2
Neither 3 16 35.6 35.6 37.8
Agree 4 17 37.8 37.8 75.6
Strongly Agree 5 11 24.4 24.4 100.0






Variable #8-I wish I could have more respect for myself.
Value Label Value Freq Valid Cum % % %
Disagree 2 2 4.4 4.4 4.4
Neither 3 10 22.2 22.2 22.2
Agree 4 20 44.4 44.4 71.1
Strongly Agree 5 13 28.9 28.9 100.0
Total 45 100.0 100.0
Mean 3.978
StdDev .839
Variable #9 - I certainly feel useless at times.
Value Label Value Freq Valid Cum % % %
Disagree 2 2 4.4 4.4 4.4
Neither 3 12 26.7 26.7 31.1
Agree 4 17 37.8 37.8 68.9
Strongly Agree 5 14 31.1 31.1 100.0
Total 45 100.0 100.0
Mean 3.956
Std Dcv .878
Variable #10 - At times, I think I am no good at all.
Value Label Value Freq Valid Cum % % %
Strongly Disagree 1 1 2.2 2.2 2.2
Disagree 2 4 8.9 8.9 11.1
Neither 3 10 22.2 22.2 33.3
Agree 4 16 35.6 35.6 68.9
StronglyAgree 5 14 31.1 31.1 100.0





Burt, J., V. Morrison, & S. McLachlan. Working with Women
and AIDS. London and New York: Routledge, 1992.
Centers for Disease Control. “The HIV Epidemic: The First
Ten Years.” Mortality Weekly Report 40 (1991):
357—369.
Centers for Disease Control. “HIV/AIDS Survelliance Report,”
Atlanta, GA. (December 1990).
Chu, S., J. Buehler, & R. Berkelman. “Impact of the Human
Iminunodeficiency Virus Epidemic on Mortality in Women
of Reproductive Age United States.” Journal of the
American Medical Association 264 (1990): 225—229.
Cranley, M. S. “The Impact of Perceived Stress and Social
Support on Maternal-Fetal Attachment in the Third
Trimester.” Dissertation Abstracts International 40
(1979): 336—B.
Cranley, M. S. “Development of a Tool for the Measurement of
Maternal Attachment During Pregnancy.” Nursing
Research 30 (5), (1981): 281—284.
Craven, D., H. Fuller, C. Hagerty, et al. “AIDS in
Intravenous Drug Users: Issues related to enrollment in
clinical trails.” Journal of Acquired Immune
Deficiency Syndromes 3, (supp. 2), s45—s50.
Curry, K. A. “Maternal Attachment Behavior and the
Mother’s Self-Concept: The Effect of Early Skin-to-Skin
Contact.” Nursing Research 31 (1982): 73-78.
Deutch, H. “The Psychology of Women:A Psychoanalytic
Interpretation.” Motherhood 2 (1945): 457.
Gaffney, K., & V. Fairfax. “Maternal Attachment in
Relationship to Self—Concept and Anxiety.” Maternal
Child Nursing Journal 15 (2), (1983): 91—101.
Georgia Department of Human Resources: Office of
Communications. quarterly Report (October 1994).
Grinnell, Richard K. Social Research and Evaluation.
Illinois: F. E. Peacock, 1993.
Grossman, F. K., L. S. Eichler, & S. A. Winicoff. Pregnancy
Birth and Parenthood. San Francisco: Jossey—Bass,
1980.
75
Jones, N. D. “The High-Risk Pregnancy.” In S. H. Johnson
(Ed.), Nursing Assessment and Strategies for
the Family at Risk , 2nd ed., (1987):lll—128.
Kemp, V. H., & C. Page. “Maternal Self—Esteem and Prenatal
Attachment in High-Risk Pregnancy.” Maternal
Child Nursing Journal 5 (1986): 195—205.
Kemp, V. H.., & C. K. Page. “Maternal Prenatal Attachment in
Normal and High-Risk Pregnancies.” Journal of
Obstetric Gynecologic. & Neonatal Nursing 16 (3),
(1987): 179—184.
Kimbrough, Carole. “The Search for Labor Information During
Pregnancy.” Maternal Child Nursing Journal 6 (2),
(1981): 107—112.
Land, Helen. A Complete Guide to Psychosocial
Intervention. Family Service America, Inc.
(Wisconsin: 1992).
Leifer, N. “Psychological Changes Accompanying Pregnancy and
Motherhood.” Genetic Psychological Monographs 95
(1977) :55—56.
Leonard, F., & H. L. Minkoff. “HIV in Pregnancy.” Clinics
in Perinatalogy, 15, no. 2 (1988).
Lerner, H.E. Early Origins of Envy and De-valuation of
Women: Implications for Sex—role Stereotypes, in
Eilloway & M. Bates eds. Women and Mental Health, New
York: Basic Books, 1981.
Loveman, A., A. Dobin, & V. Colburn. “AIDS in Pregnancy.”
JOGNN 4 (1986): 145—179.
Minkoff, H. L. “Human Immune Deficiency Virus Infections.”
ACOG Technical Bulletin 123 (1988): 1—6.
Nobel, G. “Women and AIDS:The Growing Crisis:Update.” CDC
HIV/AIDS Prevention Newsletter (1991): 1-2.
Pearl, P. “AIDS Spreads More Rapidly Among Women.” Wall
Street Journal (Nov. 1990).
Penticuff, J. “Psychologic Implications in High-Risk
Pregnancy. Nursing Clinics of North America 17 (1),
(1982): 69—78.
Pout, D. F. & B. P. Bungler. Nursing Research: Principles
& Methods, 3rd ed. Philadelphia: J. B. Lippincott,
1987.
76
Rochell, Anne. “Profiles of a Disease.” Atlanta Journal
Constitution (Feb. 1995).
Rosenberg, N. Society and the Adolescent Self-Image. New
Jersey: Princeton University, 1965.
Rosenberg, N. Conceiving the Self. New York: Basic Books,
1979.
Roy, S. C. Introduction to Nursing: An Adaption Model. New
Jersey: Prentice—Hall, 1976.
Roy, S. C. Introduction to Nursing: An Adaption Model. 2nd
ed., New Jersey: Prentice—Hall, 1984.
Rubin, R. “Maternal Tasks in Pregnancy.” Maternal Child
Nursing Journal 4, (1975): 13.
Rubin, R. Maternal Identity and the Maternal Experience.
New York: Springer, 1984.
Siber, E., & J. Tippett. “Self-Esteem: Clinical Assessment
and Measurement Validation.” Psychological
Reports 16 (1965): 1017—1071.
Selik, N., & K. Castro. “Racial/Ethnic Differences in the
Risk of AIDS in the United States.” American Journal
of Public Health 78 (1988): 1539—1554.
Valentine, D. P. “The Experience of Pregnancy: A
Developmental Process.” Family Relations 31
(1982): 243—248.
Walsh, Anthony. Statistics for the Social Sciences with
Computer Applications. New York: Harper &
Row Publishers.
